Introduction
With the aging world population, the prevalence of sarcopenia -defined as muscle loss plus loss of strength and/or function 1 -and their common consequences, falls and fractures -is on the rise 2, 3 . Aging-associated brain atrophy (including motor neurons and their neuronal pathways) and declined supra-spinal drive should lead to decreased nervous stimulation of muscles and their decline 4 . However, the association between structural changes in the brain and agerelated muscle loss is not clear.
A large volume of research has been dedicated to investigating the relationship between brain white (WM) and grey matter (GM) volumes vs. muscular function and/ or volume. In a comprehensive literature review by Kilgour et al, 5 the body of the evidence suggested weak association in either direction between white and grey matter mass and muscle mass/strength, however, no meta-analyses are available to statistically collate the studies.
Falls are associated with low hippocampus and putamen volumes in multiple sclerosis patients 6 as well as global brain atrophy in those with cognitive impairment 7 . However, there is limited information on whether sarcopenic subjects (that do not have any other disease condition), or those with increased risk of falls have different cerebral volumes.
We studied the associations between muscle function and the cerebral volumes in both sarcopenic and nonsarcopenic participants of the Women's Healthy Ageing Project (WHAP) study. We aimed to determine whether there is a direct association between the size of brain's anatomical features with muscle performance and falls focusing on sarcopenic subjects.
Materials and methods

Study population
We used the data acquired from Women's Healthy Ageing Project (WHAP) -a longitudinal prospective study (since 1990) of Australian-born women 8, 9 . Briefly, random selection and assessment of 2,001 women living in the Melbourne metropolitan area was conducted in 1990/91. Of the 779 women who met the entry criteria for the longitudinal followup (aged 45-55 years, menstruating, having a uterus and at least one ovary and not taking hormone therapy) 438 agreed to be seen annually across the menopausal transition from 1992 to 1999. In 2012, n=150 consented to undergo cerebral magnetic resonance imaging (MRI), whose falls history, physical activity and performance results were available were included in the current study 8 . This study was approved by the University of Melbourne Human Research Ethics Committee (HREC approval numbers: 931149X (92-99), 010528 and 010411 (02-09), 1034765 and 1339373 (since 2012).
MRI scans
MRI scans were performed using a Siemens 3T Tim Trio Scanner at Royal Melbourne Hospital (Melbourne, Australia) for volumetric MRI analysis. The protocol included high- 
Image analysis
The high-resolution T1-weighted MPRAGE images were segmented by a validated image analysis software FreeSurfer (v. 5.3) (Figure 1 ), using established protocols [10] [11] [12] [13] . The processing pipeline includes motion correction and averaging of the T1 weighted images, removal of any non-brain tissue using a hybrid watershed/surface deformation procedure, automated Talairach transformation, segmentation of the subcortical white matter and deep gray matter volumetric structures intensity normalization, tessellation of the gray matter-white matter boundary, automated topology correction and surface deformation following intensity gradients to optimally place the gray/white and gray/ cerebrospinal fluid borders at the location where the greatest shift in intensity defines the transition to the other tissue class 10, 12, 13 . Maps were generated for: total cortical volumes, cerebral grey and white matter volumes, cerebellar grey and white matter volumes and intracranial volumes.
Physical performance and strength assessment
The Timed Up and Go (TUG) test 14 (the time required to rise from a seated position, walk 3 m from the chair, walk back to the chair and sit down again) was measured. Handgrip strength 15 was measured in the dominant hand using a hand dynamometer. Participants were asked to squeeze the dynamometer as hard as possible, with the average result of three trials being presented (in kilograms [kg]).
Sarcopenia
Appendicular lean mass and gait speed data were not collected in the WHAP study. As such, we defined sarcopenia using the handgrip data, with a cut-point of 16 kg for women used as recommended by the revised European Working Group on Sarcopenia in Older People 16 . In the absence of gait speed, this study used the results of a TUG assessment to classify participants as having low physical performance/function. In this case, a cut-point of 10.85 seconds was used, which had been found to predict sarcopenia with a sensitivity and specificity of 66.7% and 88.7% respectively 17 . We did not use the TUG cut-off of EWGSOP2 (>20 s), not only because it was twice the value of the previously published literature 17 , but also because its sensitivity and specificity are unknown. Instead we used 10.85 seconds as a cut-off with known sensitivity and specificity for sarcopenia 17 .
Falls
Falls were defined as 'unexpected and involuntary loss of balance, causing the person an undesired contact with the ground' 18 . The occurrence of falls was assessed in a retrospectively asking the participant: 1) whether they had suffered a fall and, 2) the number of experienced falls during the six months prior to the assessment day.
Statistical analyses
Continuous variables are presented as median (interquartile range) and categorical as frequency (percentage). Rank sum test and Fisher's exact were used to investigate the differences between groups (sarcopenic vs non-sarcopenic and falls vs no falls). Multivariate analysis were not performed due to lack of associations. All analyses were performed using Stata 15.1 (StataCorp. 2017. Stata Statistical Software: Release 15. College Station, TX: Stata Corp LLC).
Results
Demographic characteristics are presented in Table 1 . A total of 150 female participants were included in this study with the median age of 70 years.
TUG was performed in 131 participants with median result of 8.3 seconds and 10% of females had TUG ≥10.85 seconds (defined as sarcopenic) 17 . Handgrip strength was . There was no evidence for an association between brain volume and sarcopenia (either defined using handgrip strength (Table 2a and 2b) or TUG (Table 3) . Similar results were observed when comparing women with one or more falls within the last year (as a symptom of weakness or imbalance) and those without history of falls (Table 4) .
Discussion
We did not find any associations between physical performance of the subjects or sarcopenia vs. cerebral volumes. Similarly, women with falls history did not have different cerebral volumes compared to those without falls history.
The results of previous studies exploring the association between the brain volume vs muscle function/volume are inconsistent [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] . In a large observational cohort study of over 400 people, Anstey et al. (2007) 21 found a relationship between grip strength and only the mid body area of corpus callosum, although this association was weak (r=0.103). In the same cohort Sachdev et al. 29 reported a similar association between brain atrophy and grip strength. However, Another study by Doi et al. 22 did not confirm these results. The majority of studies that investigated the relationship between gait speed and brain volumes did not find any significant associations. Individual studies reported relationships between muscle strength with basal ganglia volume 33 , white matter hyperintensities volume 26, 34 , brain stem lesions 27 and WM volume 35, 36 . However, all correlations were weak with absolute values below 0.3. Also, longitudinally white matter hyperintensities burden was not associated with walking speed decline 5, 34 . To our knowledge, the association between brain structure and muscle performance in sarcopenic patients with severe shortage in muscle strength vs those with normal muscle function has not been assessed previously. Sarcopenia is a disease status in which significant decline in muscle mass and strength occurs 1 ; therefore, if changes in brain structure are related to muscle performance, they are more likely to be expected in sarcopenic subjects. This is the first study that correlates brain structure with muscle performance and falls history in sarcopenic patients in a relevant population of older women. We used two criteria (grip strength and TUG test) to determine sarcopenia in addition to falls history, which is closely associated with sarcopenia. Both handgrip strength and TUG tests are valid diagnostics for sarcopenia, and both confirmed lack of associations between sarcopenia and changes in brain volumes in our population diagnosed using the most recent European criteria.
Nevertheless, the population was relatively young (mean age=70 y.o.), and the majority had normal grip strength and TUG and had not sustained multiple falls. Risk of falls significantly increases in those over 80 37 , and being an ageassociated condition 1 , sarcopenia is predicted to increase in this population. Therefore, and considering the retrospective (falls) and cross-sectional (handgrip and TUG tests) nature of the study, follow up studies may reveal differences between those with and without sarcopenia. Nevertheless, it cannot be refuted that the lack of association between muscle function and brain volumes in our study could be partially due to limited sample size. We did not measure appendicular lean muscle mass; however, we used the accepted criterion for sarcopenia. The lack of concordance between handgrip, TUG and other diagnostic tests of sarcopenia is not exclusive to this study, and we have recently reported such lack of agreements in other populations 38 . We did not account for comorbidities like arthritides that may interfere the measurement of strength, however, employing tests that use both upper and lower limb strength (handgrip and TUG, respectively) decreases such a likelihood.
In conclusion, we did not find any association between brain structure and compartmental volumes with the physical performance in older women with or without sarcopenia, or those with and without falls. Future larger prospective studies are needed to confirm whether any associations are present and if they are of clinical relevance.
